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N 000 Initial Comments N 00D
During the annual Licensure survey conducted on
April 27-28, 2010, at Ridegstop Haven Health
Care Center , no deficiencies were cited under
chapter 1200-8-6, Standards for Nursing Homes.
During the Licensure survey complainis # 226689,
#21263, and #22462 were investigated and no .
deficiencies were cited related to the complaints.
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